Section ofMedicine 569~~F ig 3 The Vleads ofa healthy negro man of46 who hadl never left Britain Africans and South African Bantu. Our group of West Indians was racially very mixed. They all had marked negroid features but probably none was pure African.
It is important to recognize that these peculiar electrocardiographic patterns occur in healthy coloured people. I know of at least three patients admitted to hospital for supposed pericarditis solely on the basis ofelectrocardiogram findings, in whom this diagnosis was ultimately abandoned for lack of clinical and laboratory support. The healthy coloured man or woman may have an electrocardiogram which resembles the pattern we usually associate with pericarditis or coronary disease, and it is well to be cautious in making either of these diagnoses without supporting clinical evidence.
What also emerges from this study is the difference between the sexes. The pattern of S-T elevation is common among the men, but rare among the women, whereas the T wave inversion is rare among men, but common among women. Furthermore, the magnitude of the maximum precordial T wave is very different in men and women. In 81 % of the men the tallest precordial T wave is 5 mm or more, in 86 % of the women it is 4 mm or less.
This striking sex difference is the same for white as for coloured people. An electrocardiogram can be sexed, merely by measuring the height of the tallest precordial T wave, in over three-quarters of by Greenberg & Kass (1958) and by Nwokolo (1960) . At St Bartholomew's Hospital we have seen that patients with sicklecell disease can be kept free from crises for months and even years if they are given regular doses of sodium bicarbonate in amounts which cause the urine to give a-blue reaction to litmus paper. The alkali has to-be given in 4-6 divided doses ovet twenty-four hours, and it is essential that the urine is tested frequently, so that the bicarbonate dosage can be increased when it is not alkaline. There should be a continuous 'titration' of the patient. No harm can come from such a regime provided the kidney function is normal.
Treatment ofSickle-cell Anwmia with Magnesium A major difficulty of sickle-cell disease is the sludging of partially sickled cells in small blood vessels, with subsequent slowing of the blood stream, stasis, increased deoxygenation, more profound sickling, and eventually intravascular clotting. At St Bartholomew's we have studied the effect of Mg++ on blood clotting; very small doses can cause a significant delay of fibrin formation, and may prevent the formation of an intravascular clot around sludged cells (Huntsman et al. 1960) . Intravenous injection of 50% magnesium sulphate 1-2 ml every six hours has. a beneficial effect in sickling crises, possibly also because of the dilatation of blood vessels. We have made remarkable observations using this treatment. Thus Lewin & Goodell (1962) have re- ported the case of a child with sickle-cell anmmia who became blind after an operation involving prolonged anmsthesia -presumably because of infarction of cerebral vessels. After three days of intravenous magnesium sulphate therapy the sight returned. Prolonged magnesium treatment cannot be given intravenously, but we have found that the effect of delaying blood clotting also occurs after administration of a suitable magnesium preparation by mouth. Glaxo Laboratories Ltd have prepared for us a 70 % solution ofmagnesium glutamate. This solution contains 6 % Mg++, and is administered between meals after a sixfold dilution with water. In small children we give 5 ml 4-hourly for twenty-four hours during a crisis, and later 6-hourly. When sleep should not be interriipted we omit the dose in the middle of the night, but give twice this dose before. To adults we give 8-10 ml, diluted to 60 ml with water, either 4-or 6-hourly. The immigrants who contract gonorrhoea are concentrated in the larger towns and cities, and tend to be older than the United Kingdom born patients (Table 2) . No nation-wide data are available for syphilis, but Table 3 shows that at St Mary's Hospital, London, in males the early infectious form occurs more frequently in patients born in the United Kingdom. 
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It is concluded that immigrants are not the root cause of the rise in incidence of venereal disease which is occurring, and the data presented do not indicate that they are solely responsible for the rise of gonorrhoea in young persons which appears to be a separate problem.
